Adverse events with medical devices may go unreported
Editor-Amoore and Ingram report that 400 people a year are seriously injured or killed as a result of adverse incidents with medical devices. 1 We believe that this figure is the tip of the iceberg and that many more cases occur that are simply not recognised. Infectious complications of medical devices are often not considered in the context of reporting, and so the possible lessons that can minimise recurrence remain unlearnt.
One of the most commonly used medical devices in hospital patients are peripheral intravenous catheters. In our trust alone 32% of all such patients have a peripheral intravenous catheter in situ at any one time. The risk of serious complications associated with these devices is generally perceived to be low. Over the past year, however, we have documented 19 cases of Staphylococcus aureus bacteraemia resulting from infection of such catheters.
Data from the Nosocomial Infection National Surveillance Service (NINSS) suggest that at least 7% of all nosocomial bacteraemias are related to use of peripheral intravenous catheters.
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A study of 146 catheters in our trust showed a serious complication rate of 5.5%, a much higher rate than that quoted in other studies in which catheters are inserted by dedicated teams. We performed two studies of catheter insertion and care to identify the factors responsible for these complications. An observational audit in emergency areas showed that 63% of healthcare workers made no attempt to decontaminate their hands, and 13% failed to clean the skin adequately before inserting peripheral intravenous catheters. Twenty per cent of all catheters inserted and left in situ were not used at all 48 hours later. A snapshot survey of catheter care showed that a third of all catheters were not in use, and 9% had never been used since insertion. Sixty per cent of all insertion sites were not visible, usually because they were obscured by bandages.
Several simple measures have been identified to reduce the risk of complications occurring as a result of catheter insertion, including the immediate removal of catheters no longer in use, daily inspection of insertion sites for local complications, and the use of aseptic techniques when inserting catheters.
Failure of medical equipment should obviously be reported and action taken to prevent adverse consequences. Yet failure of simple good practice, leading to serious complications of commonly used devices, is not being addressed. The simple scheme described by Amoore and Ingram needs to be extended to encompass a wider range of events, including infectious complications of medical devices, so that these can be highlighted. 
Bad bugs travel as well as happy holidaymakers
Editor-Zuckerman's timely article, coming hot on the heels of Getting ahead of the curve, should remind us of the personal risks posed by tropical and imported infections.
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It should also remind us of the even greater risks posed not only to individual patients but also to the population as a whole by the unevenness of availability of quality clinical acumen across the United Kingdom when it comes to diagnosing and managing this category of illness.
Nowhere is this made clearer than by the case of a 78 year old febrile woman who was admitted to a British district general hospital in December 1997.
3 Subsequently she developed thrombocytopenia, melaena, and a haemorrhagic rash. She died without a diagnosis having been made, despite having undergone numerous invasive investigations.
In retrospect, the key factor in her history was that she had returned from Zimbabwe a few days before admission. Zimbabwe has Congo-Crimean haemorrhagic fever, which therefore would-and shouldform part of the differential diagnosis in a febrile patient. Congo-Crimean haemorrhagic fever was diagnosed postmortem in this case.
Rare though cases of viral haemorrhagic fever may be, the earliest possible recognition of the possibility is crucial as there is great potential for secondary spread. CongoCrimean haemorrhagic fever is associated with severe haemorrhagic features-for example, one case in a patient who was resuscitated in a Saudi Arabian emergency unit gave rise to seven secondary cases. 4 The possibility of a viral haemorrhagic fever should accordingly result in expert bedside clinical assessment and transfer to a category 4 isolation facility, as well as potentially life saving ribavirin treatment in some cases.
On public and staff safety grounds alone, therefore, the existence of this worrying British case merits more widespread recognition. This is becoming especially and increasingly important as tourism to Africa and South America (where the bulk of the most hazardous viral haemorrhagic fevers are encountered) is increasing every year. The new generation of double decker "Super Jumbo" planes are each likely to be able to carry 850 passengers rapidly across vast distances, and it will only take one case of viral haemorrhagic fever in any one of these seats to lead to a major problem.
Coppetts Wood Hospital in London and Newcastle General Hospital in Newcastle upon Tyne are the only centres in the United Kingdom that currently have adequate category 4 facilities for managing not only viral haemorrhagic fevers but also patients potentially infected with highly transmissible biological agents used as weapons, such as smallpox and pneumonic plague. Out of almost 60 million people residing in the United Kingdom, a densely populated country, almost 50 million travel abroad annually so two centres may in time prove to be not enough.
Forewarned is forearmed-we should take travel medicine and international health issues seriously and be prepared. 
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